AMED DEC 27 1950 STANDAR

THE DIVISION OF HEALTH OF MISSOURI
D CERTIFICATE OF DEATH

,[2 S PRIMARY REG. DIST. NO. M Rmulmr:NaQ? OA..X_.. oo

State File No.. 4036—-@ ‘-

" "HOSPITAL OR

" BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d Uved. I insti id befors
a. COUNTY . STATE dinislon).
Gre ene a Missouri b. COUNTY Greene wilinission:
b. CITY (If outeide eorpurste Hmite, write RURAL snd give ¢. LENGTH OF c. CITY (If outside oorporate limits, write RURAL ar.d give townahip) /
OR townahip)| STAY (in this pluce) OR
own Springfield " town  Springfield 0759
d. FULL NAME OF (if not in hosplal or } give streot add or loeation) d. STREET (M raral, dve location) (_,1

INSTITUTION St. Johns Hospital ADDRESS 909 W. Poplar
3. NAME OF a. (First) b. (Middie) c. (Last) 4 DATE (Mmth ——
(Typeor Py AMANDA MARIA CARLSON o 18-80-8%
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9.:'?5 {Ia Yl)ll" l: T 1| YEAR | o meogR b kms.
Female / White NEVEP WEFP1edD| . o5 1882 Gl Mot P | Boem | i

10a. USUAL OCCUPATION (Chve kind of work

10b, KIND QF BUSINESS OR IN-

11. BIRTHPLACE (8tate or forsign eouatry) 12, cbrlzzu OF WHAT
RY

o m worl 0, evan if re STRY
“RYursing <"’ | Nursing Comanche Iowa / R
13a. FATHER' S NAME .|3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Carlson Ingred Wiberg Single
I15. WAS DECEASED EVER [N 1).5. ARMED FORCES? ’ 16. SOCIAL SECURITY 17. INFORMANT"S SIGNATURE OR NAME ADDRESS
orunknown) | (If yes, mive war dnlnoiurvicn)
NG Lk, ima Carlson Springfield, Mo.

18. CAUSE OF DEATH
. Enter only oneoause per
line for (a), (b), and {c)

*This does nol mean
the mode of dying, such
as heari fallure, asthenia,
ee. It means the dis-

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DF.ATH'(a)

ICAL CERTIFIM'Z?N 6 ;

INTERVAL BEETWEEN

ANTECEDENT CAUSES

Morbid conditions, if eny, gieing OUE TO
rise to the above couse (a) slating
the underlying cause last.

DUE TO

ONSEF AND DEATH
*

(b

()

JT 2 X

eqse, Infury, or plica-
tion which coused death,

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing (0 the death but not
related to the dumu or eondition causing de

M@W

2

19a. DATE OF OP'FIROAIG 19 AJOR NG5 OF OPERATION 20. AUTOPSY?
w-w(_, {€ted i) ‘ YES NO
2la. ACCIDENT (Bpecify) Zlb PLACEOF INJURY (a.g..inorabogt | 2lc. (CITY, YOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fagtory, street, office blds..e30.)
HOMICIDE
21d. TIME (Month) (Day) (Year}) (Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
QF WHILEAT NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify that I ailended the deceased from

—frove

alive on

PR AV T

INQ | and that death occurfed &

/ > "70_ 19" O that I last saw the deceased
& ., from the causes and on the date stated above.

1950, 1o

23a, SIGNATURE%Q-%‘-{) w

= I M%‘O ’I»?A

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ™ T

24a. BURIAL. CREMA-

Burta

(Bn-d-fr)

24b. DATE

12-23-50

24c NAME OF CEMETERY OR CREﬁATORY
Greenlawn Cemetery

LOCATION il'.y. mwn. ar county)

Spring O.

(State)

DATE REC'D BY LOCAL

/2 20~ q,a

REGISTRA? 'S SISZTURE

’/

Q

25 FUNERAL DIRECTOR'S $1GNATURE ‘ADDRESS

~J .W.Klingner & Co. Springfield,Mo.

Embalmrrl Statermnent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...

Studant Embalmer No. /—7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above. ' - -




